A 38-year-old male presented with shoulder pain since 2 months with no history of trauma. MRI showed poor definition and thickening of coracohumeral ligament measuring 5.3 mm with abnormal intermediate amorphous signal (with hypointense foci on all sequences) surrounding the ligament with ill definition of superior glenohumeral ligament and rotator interval, thickening of the inferior glenohumeral ligament in the axillary pouch measuring 13.8 mm, and mild free fluid in the shoulder joint − likely suggesting adhesive capsulitis (Figs 1 and 2 ). There was associated thickening and diffuse T2 hyperintensity of the long head biceps tendon anchor suggesting tendinitis. Adhesive capsulitis is most common in the age group 45-60 years, a population for whom magnetic resonance arthrography is rarely ordered [1] . It is characterized by a painful restriction of shoulder motion that results in fibrosis and contracture of the glenohumeral joint capsule. Adhesive capsulitis is a clinical condition of progressive pain and decreased range of motion of the glenohumeral joint. Primary adhesive capsulitis is an idiopathic condition characterized by the insidious onset of symptoms, most commonly seen in women older than 40 years, generally without an antecedent inciting event or medical/surgical condition, although diabetes mellitus and hypothyroidism are risk factors for primary type. Secondary causes of adhesive capsulitis include history of severe trauma and prior surgery [2] . The diagnosis and staging of adhesive capsulitis are usually made based on clinical symptoms and physical examination alone. However, clinical diagnosis of adhesive capsulitis is often challenging because many conditions in and around the glenohumeral joint manifest with overlapping clinical features, and no diagnostic criteria for adhesive capsulitis has been established yet. MRI is not widely accepted as a reliable modality for confirming the diagnosis of adhesive capsulitis. Noncontrast MRI can be used to accurately diagnose adhesive capsulitis in conjunction with appropriate clinical criteria. Adhesive capsulitis can be accurately diagnosed on noncontrast MRI shoulder examinations with appropriate clinical criteria without direct magnetic resonance arthrography. Typical MR findings include synovial hypertrophy and debris within the rotator interval seen as replacement of the normal rotator interval fat by granulation tissue or fibrous tissue, thickening of the rotator interval capsule, thickening of the ligaments of the rotator interval, superior glenohumeral ligament (SGHL) and coracohumeral ligament (CHL), thickening of the joint capsule with contracted and non-distensible axillary recess. The thickness of the capsule of the axillary recess is best demonstrated on coronal images at the mid glenoid level. Thickened inferior glenohumeral ligament greater than 4 mm is often seen in the axillary pouch [3] . Magnetic resonance arthrography is the imaging test of choice to assess for adhesive capsulitis. It shows characteristic findings, such as limited shoulder joint capacity and a small or nonexistent dependent axillary fold. However, arthrography is invasive and cannot explore changes in the synovial and capsular membranes. Intravenous gadolinium enhancement increases the specificity of the diagnosis by demonstrating enhancement of the rotator interval capsule and enhancement of the capsuloligamentous structures in the axillary recess. In contrast, MRI is a noninvasive modality and can identify changes in the synovium and the joint capsule
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and can exclude other causes of shoulder pain that mimic adhesive capsulitis such as rotator cuff tear, tendinitis, osteoarthritis, subacromial impingement, and occult fractures. Adhesive capsulitis has been described as self-limiting, but complete resolution may take up to 2 years. Treatment options for adhesive capsulitis have included physiotherapy, corticosteroid injections, closed manipulations, and capsular release.
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Figure 2
Sagittal oblique proton density fat-saturated image demonstrating thickening of the coracohumeral ligament measuring 5.3 mm.
